reaction, who have administered salvarsan and other specific remedies, and who have searched for and found the Spironema pallidum. Amongst these we may mention the French authors Leven, Bensaude, Enriquez, Florand and Lion; Haas (in Germany) and Clark, Smithies and Eusterman in the United States of America. a In spite of much work, however, no reliable statistical information can be given. Not every physician or pathologist is alive to the importance of thinking of syphilis of the stomach, and opinions still differ as to the validity of the pathological and therapeutic criteria. But it may be said that, while Smithies only finds 0O34 per cent. of 7,545 cases of dyspepsia to have been due to syphilis, in France the accepted percentage is somewhat higher, although no absolutely reliable figures can be given (vide Lacapere, La Presse Medicale, July 3, 1919).
If now we seek to summarize what has so far been ascertained, we may say that, from the point of view of the morbid anatomist, either at autopsy nothing special is observed in the stomach, or else there is (1) a cirrhotic condition, or (2) a gummatous condition.
As Dr. McNee will shortly demonstrate to you a most remarkable specimen of chronic gastric ulcer, due to syphilis, and showing the spironemas as well as syphilitic endoand peri-arteritis and a general fibrosis of the submucous tissue, I will say nothing further than this, that small, round-celled infiltration pf the submucous tissue is very common in these cases and may, obviously, lead to the development in time of the " leather-bottle " stomach.
Clinically it must be said that, in secondary syphilis, dyspepsia and bulimia have been described as correlated with the infection, while Bensaude mentions the possibility of the early formation of a syphilitic ulcer, and at least one case of haematemesis, with severe pain during the fourth month of the disease, is on record. In the tertiary stage the possibilities are wider. In France a " forme n6vralgique" has been described, and is explained as a neuralgia of the solar plexus comparable to the recognized trigeminal, occipital and sciatic " neuralgias " of syphilis. The clinical picture of this form is that of hyperchlorhydria, associated with nocturnal pain. It is not amenable to dieting nor to ordinary treatment, but is cured by specific medication. In cases of this nature hematemesis is rare but melaena is frequent. Definite gastritis may, however, be a consequence of injudicious (specific) treatment which will also set up gingivitis and oral sepsis, entailing, in turn, septic gastritis and even ulceration. Thus, in practice, we meet with every form in transition from syphilitic " neuralgia" of the stomach to syphilitic ulceration.
The ulcerative type of syphilis of the stomach cannot, as yet, be perfectly defined, yet we may say that syphilis does more than merely exacerbate an ulcer; it may " create" one. According to S. Fenwick, 5 per cent. of gastric ulcers are syphilitic, but Engel says 10 per cent. and Lang 20 per cent.,' while other authors put the figure even higher. Castaigne, however, in forty cases of gastric ulcer seen in French soldiers, found the Wassermann reaction positive in eight, and produced a cure by specific treatment in four. A 10 per cent. ratio is, therefore, perhaps to be admitted.
In the ulcerative type the pain douleur en broche-is subject to nocturnal exacerbatiop, but ordinary gastrorrhagia and vomiting are common. A typical case was described by Fournier, in 1867, when he said, speaking of a young woman with intractable hoematemesis and a pronounced secondary syphilide 1 Ewald, " Lectuires on Diseases of the Digestive Organs " (New Sydenham Society), ii, 1892, p. 459 L'inspiration me vint de faire appel de nouveau au traitement qui lui avait si bien reussi jadis. Je prescrivis l'iodure de potassium. Ce qu'il advint tient litteralement du prodige. Sans exagerer, ce fut un coup de theatre, un changement A vue, une quasiresurrection, car cette moribonde fut immediatement soulagee et revint A la vie." Several years later the patient suffered from a return -of her gastrorrhagia. Medical men who saw her refused to give her iodide of potassium, but her life was again saved by Fournier's administration of that drug.
A syphilitic ulcer may be, of course, due to a breaking-down gumma, but is sometimes the result of an endarteritis, leading to local necrosis, and sometimes, perhaps, of trophic changes induced by syphilis of the posterior root ganglion-" herpes of the stomach." The possibility of surgical (neurological) intervention may one day-have to be considered in such trophic cases, but as a rule syphilitic ulcer is rapidly relieved by treatment, though, as in Fournier's case, relapse does occur.
Again, however, syphilitic ulcer of the stomach may end in carcinoma, just as does leucoplakia. A case of Lion's, in which specific treatment dissociated the symptoms of ulcer from those of cancer, may be mentioned (Lion: Arch. des mal. de l'app. digestif, 1919, x, No. 2).
The "pseudo-carcinoma" type of syphilis of the stomach deserves some consideration. Fournier (Journal de la Syphilis, 1903) recorded one case in which a pyloric tumour rapidly disappeared under specific treatment given as soon as it was remembered that the patient had had syphilis twenty years before, and Hayem (La Presse Medicale, February 18, 1905), narrated a case of a man operated on for a pyloric stenosis diagnosed as carcinomatous. On examination, the removed portions showed diffuse syphilitic infiltration, and, under specific treatment, perfect health was secured.
Mathieu (Gaz. des H6p., July 20, 1911, p. 1233) has, however, recorded a8 case in which specific treatment failed to relieve pyloric syphilitic stenosis developing in connexion with an enormous and gummatous liver.
Florand (La Presse Mgdicale, October, 1921) has recently described a case of " adenoma " of the left lobe of the liver partially surrounding and embarrassing the pylorus, treated surgically by gastro-jejunostomy and medically for syphilis. As a result there was complete recovery.
Perhaps in this case examination by X-rays would have assisted in earlier arrival at the correct diagnosis. Lemierre and Raulot-Lapointe (Gaz. des H6p., March, 1921) describe a case of hbematemesis in which a syphilitic lesion of the stomach was diagnosed by them on the screen. The Wassermann reaction was positive, and specific treatment was successful. In this case there was an hour-glass stomach, and a round movable tumour (independent both of the pylorus and the lesser curvature), which was the obvious excitant of the spasm.
Medio-gastric stenosis (hour-glass stomach) due to syphilis, was first studied by Leven Only one case, however, of stenosis of the cardia due to syphilis is known to me (Enriquez and Bensaude, La Presse M6dicale, October, 1919), and this case, it is interesting to observe, later developed into the type which will be the last I shall mention, the linitis or "leather-bottle" type, described by Leven in " La Dyspepsie " [(Doin) Paris, 1922] , under the title of " Le petit estomac syphilitique."
In locomotor ataxy the gastric crises are doubtless generally nervous in origin, but, if Castaigne's views are well founded, they may sometimes be truly gastric. Castaigne believes that, just as a syphilitic joint becomes the subject of an arthropathy of nervous (trophic) origin, so may a syphilitic lesion of the stomach provoke gastric crises. But, in any case, we must not forget the possibility that some of the "neuralgic" cases, if not the "herpetic," may represent, so to speak, tabes, confined to one or two spinal segments only, depending on syphilitic "radiculitis" of limited distribution.
In congenital syphilis, the same forms of stomach affection have been -described as those which I have mentioned. But some have gone so far as to ascribe great importance, if not the greatest importance, to congenital syphilis in the production of gastric ulcer. Pater has described the post-mortem appearances in the stomachs of some infants, congenitally syphilitic, and Chiari and Oberndofer have described gummatous ulceration. Finally, while it is probable at least that gastric haemorrhages in newly born syphilitic infants are due to such lesions as those described by Pater, it must also be said that possible cyclical vomiting (Marfan, "Maladie de vomissements habituels ") Wvithout acetonuria, and in spells lasting from three to five days, may also be due to inherited syphilis.
From the point of view of diagnosis, it must be admitted that there is no pathognomonic sign or symptom of syphilis of the stomach. The syphilitic causal element or factor in a gastric ailment will only be recognized if the mind is always on the alert. In former days dependence was placed upon the therapeutic test; but this in itself is unreliable. Syphilis may undergo spontaneous ' cure," or may be refractory to specific treatment. Chemical analysis, cytological examinations, and the Wassermann reaction are all helpful, but their results are not infallible. Definite proof of the syphilitic nature of a lesion is, of course, afforded by the finding of the spirochaete ; and, certainly X-rays may be of very great assistance in cases which are clinically anomalous. None of the modern methods of treatment has shown, in this matter of syphilis of the stomach, any decisive superiority over the older plans of treatment. Indeed, it is wonderful how well iodide of potassium is tolerated by the patients, and how effective it is. The very tolerance of iodide, in a doubtful case, seems to me of diagnostic importance.
Lastly: If, as we trust, Vernes' new method of examination-"syphilom6trie "-allows us to form a reliable estimate, quantitatively, of the degree of syphilitic infection in any case, we shall have at our command not only a new method of diagnostic importance, but a means of therapeutic control.
SUMMARY.
(1) No part of the alimentary canal is immune to syphilis, and the stomach may be the site of definitely syphilitic lesions.
(2) Cases of syphilis of the stomach are now being reported, almost from day to day. But statistical information is not yet reliable, owing to the difference of opinion that exists as to the conditions of proof.
(3) Syphilis of the stomach is met with as a gastropathy of nervous origin, as ulcer, as pseudo-carcinoma, as stenosis, and as linitis.
(4) In congenital syphilis, gastrotaxis of the newly born and cyclic vomiting are met with.
(5) The best guide to the clinician in respect of syphilis of the stomach is found in the discrepancy that exists, in true cases, between the clinical and the technical (radioscopic, pathological, &c.) findings.
(6) One fact is piaced beyond dispute; dyspepsias, otherwise incurable, are often cured by antisyphilitic treatment.
Dr. Monod has asked me to add a few remarks, by way of exegesis, to his paper.
It must be remembered that, in England, we are nowadays accustomed to resume clinical and pathological phenomena only in terms of diseases. By a disease, we mean a special symptom-group associated with special pathological changes and boasting a special ietiology, known or unknown.
Hence, when we speak, or think, of syphilis of the stomach we necessarily imply the association of (1) syphilitic infecbion, (2) a gastric syndrome and
(3) a specific (syphilitic) lesion of the stomach. We refuse to admit the diagnosis as justifiable unless both (1) and (3) are joined with (2). But, in France, the phenomena of disordered health are not always expressed in terms of specific "diseases," as just defined, although it was in France that the modern doctrine of specificity arose, in consequence of the work of Bretonneau and others. So, by French physicians then, clinical phenomena are sometimes still interpreted in terms of diatheses, or dyscrasias. It will be, for example, postulated or implied, that the recovery, under antisyphilitic remedies, of a patient once infected by syphilis, and lately the subject of a gastric syndrome, is the result of treatment of bis dyscrasia. But it will not necessarily be implied that a truly specific lesion was ever present in his stomach. In this way, recognition is given to what does happen clinically but which, in this country, is often pushed out of sight because it does not square with our dogma of the necessity for the expression of the whole range of clinical experience in terms of " diseases " and " specific lesions."
In the last two years, the writer has seen and treated three men (aged from 25 to 35) in the second and third years of treated syphilis, but with the Wassermann reaction positive. Each of these men suffered a violent hsematemesis after a week or two of severe pain; in each the diagnosis of gastric ulcer had been made; and each case cleared up with extraordinary rapidity on the early administration of mercury and iodide of potassium by mouth. It is not necessarily to be supposed that any ulcer present in any of these men was syphilitic per se: but each patient was treated for his syphilitic dyscrasia, and got well.
At any rate, the difference in the points of view of the French and British schools of medicine must be remembered when we discuss such a paper as that of Dr. Monod.
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DISCUSSION.
Dr. J. W. McNEE said he was unable to discuss the subject from the clinical aspect, because the only case he had seen of syphilis of the stomach was the one from which the specimen and microscopic sections were now on exhibition in the room. Still,there were certain points in connexion with this case which were of much interest both at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from to the clinician and pathologist. The patient was a man, aged 57, who came into University College Hospital under the care of Dr. Sidney Martin, complaining of pain in the chest and abdomen of six months' duration. A diagnosis of probable carcinoma of the stomach was made during life for various reasons: first, because an indefinite mass was palpable in the epigastrium, and secondly, because, on examination of the stomach contents, free hydrochloric acid was absent, while lactic acid was present. Sudden perforation occurred, but no operation was attempted because of the probable diagnosis. Death supervened rapidly from general peritonitis. When the stomach was examined post mortem, the condition certainly closely resembled a scirrhous carcinoma, as all who had looked at the specimen exhibited would agree. There was a large area of ulceration, covering three-fifths of the wall of the stomach, and presenting certain peculiar characters. The stomach wall was in many places fully i in. in thickness, in relation to the ulcerated area, and in section had also the pearly-white appearance often so characteristic of scirrhous carcinoma. But certain suspicious features were noticed. No secondary cancerous growths were present in the liver or other neighbouring organs, while the lymphatic glands behind the ulcer were small and obviously free from tumour growth. Even then he had no idea that the condition might be syphilis. On examining the ulcer histologically however (microscopic and lantern slides were shown), the frequency of endarteritis obliterans of small arteries, and the extensive round-celled infiltration along small blood-vessels suggested to him the possibility of syphilis. This was further suggested by the peculiar and unusual characters of the tissue forming the floor of the ulcer, which had the structure of a granuloma. Eight blocks of tissue from various parts of the ulcer were stained by Levaditi's silver method, and in one of these very abundant spirochietes were found. This block of tissue was taken from an area in which the ulceration appeared from its colour to be more acute than elsewhere. Dr. McNee said that the diagnosis of syphilis rested, of course, on the morphology of the spirochfetes, which had been recognized as typical enough by all to whom the slides had been shown. No Wassermann test had been carried out during life, since there had been no suspicion of syphilis. He had recently examined other specimens of chronic gastric ulcer, where obvious syphilitic lesions were present elsewhere in the body. One of these was a typical case of hepar lobatum, with a large chronic gastric ulcer close to, and adherent to, the liver. In this case the histological changes did not in any way resemble syphilis, and no spirocheetes were found by Levaditi's method. He said that the lesion in the specimen exhibited was certainly of a gummatous nature, but more acute than usually met with, and showing a very actively growing granulation tissue. He believed that the specimen was probably unique from the fact that the diagnosis of syphilis was based on the discovery of spirochtetes in the depths of the granuloma forming the base of the ulcer.
Mr. A. J. WALTON said that the frequency of syphilis of the stomach had been much discussed. At the one extreme Castex and Mathis [2] held the view that every case of gastric alcer was due to either acquired or congenital syphilis. The more usual view was that this etiological factor was only present in a small number of cases. Ris own experience was based entirely upon surgical lesions of the stomach, and therefore no note would be made of the possibility of acute erosions or miliary gummata which might occur in association with congenital lesions or as a part of the febrile state of a secondary syphilis. The somewhat extensive literature had laid stress upon the fact that syphilitic lesions might be localized or diffuse, and thus might resemble peptic ulceration on the one hand or carcinoma or linitis plastica on the other. The simplest method would therefore be to consider what numbers of his cases could possibly have been due to this Eetiological factor. His experience of surgical gastric disease comprised 264 examples of chronic gastric ulcer, 125 of duodenal ulcer, 125 of gastric carcinoma, one of sarcoma and one leather-bottle stomach. All of these cases had been operated upon, and whenever a portion had been removed microscopical examinations had been made. AWassermnann reaction had not been carried out as a routine procedure, as the importance of such a step had not been recognized unless there was some evidence in the history or symptoms of the patient to warrant such a diagnosis. [9] , however, in his masterly review of the etiology of this condition, although recognizing a carcinomatous and simple type, stated dogmatically that syphilis was not a factor. In his (Mr. Walton's) own series of cases there had been only one of linitis plastica, which was too extensive for gastrectomy. Death had followed a jejunostomy, and post-mortem examination with microscopical investigation had revealed the presence of carcinoma. The investigations of the London Hospital Pathological Institute were, however, of considerable interest. Professor Turnbull informed him that every case, some twenty in number, that had appeared there had been carefully investigated, and in every one the presence of carcinoma had been proved by the recognition of characteristic areas of growth either in the stomach wall or in the lymnphatic glands. In many cases, however, an examination of a large number of sections had been required before areas of growth could be discovered. Their experience therefore at the London Hospital was that all cases so far had been carcinomatous, and that there had been no evidence of either a simple fibrous linitis or of a syphilitic variety.
Carcinoma of the Stomnach.-In 1910, Bird [1] had laid stress upon the close resemblance of syphilis to carcinoma of the stomach. The syphilitic lesion might produce a well-defined tumour very like an early cancer. Bird mentioned a case in which a partial gastrectomy had been performed, and the specimen was found to be syphilitic. In a second case a portion had been removed for microscopical section and the diagnosis proved. The patient had improved with antisyphilitic treatment. Bird believed that a correct diagnosis was to be suspected if the tumour was succulent looking and almost opalescent, and if the omentum and peritoneum showed white unexplained scars. Meyers [8] and Fowler [7] had also emphasized the importance of recognizing a variety which might simulate carcinoma. All surgeons had had experience of cases of apparent carcinoma, which at operation had been too advanced for gastrectomy, and a gastro-enterostomy had been performed or even no operation done. A bad prognosis was given, but to the surprise of the surgeon the patient made good progress, and might not only live for many years but might be completely cured of the gastric symptoms. He (Mr. Walton) had met with three cases in which a previous operation had been performed by other surgeons, and the patients had recovered and lived for ten to fifteen years. As he had not performed the primary operation, the exact characters of the primary lesions were not known, but there was no evidence to exclude the diagnosis of a simple peptic ulcer. The symptoms of this variety were said closely to resemble those of carcinoma. Bird [1] stated that early carcinoma gave rise to slight symptoms while syphilis caused marked deterioration of health, but later in the same paper he stated that the previous history hardly gave an earnest of the clinical individuality. Downes [3] laid stress upon the unusual nature of the symptoms. While the pain was constant and not periodic, it was not influenced by taking food and was often worse at night. It was influenced but little by dieting and by medical gastric treatment. Downes believed that the two important points were the positive past history and the unusual symptoms. In all of his eight cases the X-rays had shown marked gastric deformity. This would frequently occur as a long and irregular narrowing of the pyloric canal simulating carcinoma, or of an hour-glass constriction more closely resembling that due to a chronic gastric ulcer. In his own series of 125 cases of carcinoma a careful microscopic examination had been made in every case in Which a partial gastrectomy was performed. In all of these the presence of growth had been evident. Occasionally an ulcer had been treated by this method in the belief that it was carcinomatous, but the examination had revealed only the presence of a characteristic peptic ulcer. He had had two cases of tumour of the rectum which were regarded as inoperable carcinoma, and a colostomy had been performed, followed later by complete disappearance of the tumour, this suggesting that it might have been gummatous. In those cases, however, of carcinoma of the stomach in which a gastrectomy had not been possible, there had been no evidence of unexpected recovery. The majority had been carefully followed up and steady progress of the disease to a fatal termination had been witnessed. It was of course possible that some of these might have been syphilitic but there had been no other manifestations of the disease, and as a rule secondary growths had been manifest. Apart then from this very unlikely possibility there had been no evidence of syphilis in a series of 125 cases of carcinoma of the stomach.
Chronic Gastric Ulcer.-The majority of cases reported as syphilis of the stomach had resembled either clinically or at operation chronic gastric ulcers and it was specially in this variety that such different figures had been given as to the frequency of the disease. Castex and Mathis [2] believed that all cases of gastric ulcer were due to congenital or acquired syphilis, but the wide knowledge which had been acquired of the pathology and symptomatology of gastric ulcer made such a view untenable. Ewald, according to Morgan [10], had found evidence that 10 per cent. of peptic ulcers were due to such an infection. The evidence in favour of so great a frequency was however quite insufficient nor did it even support Morgan's view that 1 per cent. of ulcers were syphilitic. It was of interest to note that Smithies' figures of 03 per cent.
[12] -he had found twenty-six cases in 7,545 patients with dyspepsia-were in close accord with those of Eusterman [6] who placed it at one-third of 1 per cent. in over 2,500 operatively demonstrated cases of benign gastric and duodenal ulcer. In those of Smithies' cases in which there had been definite pathological changes the frequency had risen to 1-6 per cent. The post-mortem evidence supported the clinical view that syphilitic lesions of this viscus were of extreme rarity. Morgan [10] stated that in 329 post-mortem examinations upon subjects in whom syphilis had been pathologically demonstrated there had been only four cases of syphilitic lesions in the stomach. Symmers [13] had also only found one such lesion in 4,480 post-mortem examinations. His (Mr. Walton's) experience strongly supported the view that lesions of this nature were rare. In a total of 516 cases of surgical lesions of the stomach there had not been one case in which syphilis was proved to be a causative factor, although in one patient who had had a positive Wassermann reaction, which had failed to yield to many injections of neosalvarsan and other drugs, a chronic ulcer had been found on the lesser curve. Pathological examination of this ulcer had failed to reveal the presence of syphilitic changes. In the London Hospital Pathological Institute there had only been one case in which a syphilitic lesion of the stomach had been demonstrated, and this out of a total of 12,449 postmortem examinations. This specimen had occurred in the year 1916 and was the one which he was showing that night. He had, however, notes of another case, under the care of Mr. Lindsay, that of a man aged 54, who had had a primary sore at the age of 24. He had presented the symptoms of gastric ulcer and had been operated upon that year (1921) . The liver showed multiple gummata and cirrhosis and there was a small ulcer high up on the anterior surface of the cardiac end of the stomach. Probably the variation in the quoted figures might partly be due to the fact that some of the ulcers occurring in syphilitics were not in themselves syphilitic but were simple peptic ulcers. The possibility of such a combination had been indicated by Niles [11], Eusterman [6] , Einhorn [5] , and Morgan [10] ; and Fowler [7] had reported at length an interesting example of such a condition. His own case had certainly been of that nature, and Mr. Lindsay's case was probably another example of it. A positive Wassermann reaction was therefore no direct proof that the lesion of the stomach was syphilitic.
The age of onset of the lesion was very variable. In the series of fifty-nine cases studied by Meyers [8] it had varied from 18 to 60. Forty-nine of these cases had been the result of acquired infection, but in the eight cases reported by Downes [3] there had been only a history of a primary infection in two. The ulcers were said to be deep with much infiltration around, and might show widespread gummatous infiltration causing much distortion of the stomach. Perigastric adhesions were common and there was often widespread scarring which might so obstruct portions of the stomach that operative interference became necessary. In addition there were often very evident changes in the liver and glands. The points in the microscopic appearances upon which stress had been laid in making a positive diagnosis were the atrophy of the mucous membrane with hypertrophy of the submucosa, a dense connective tissue infiltration of.the muscularis, and obliterative endarteritis with perithelial lymphocytic infiltration. According to Fowler [7] spirochetes were not found in the acquired cases, but he (Mr. Walton) understood that Dr. MeNee had been able to demonstrate them and their presence must be regarded as the only certain proof of a syphilitic origin. A positive Wassermann reaction was necessary and suggestive, but it did not exclude the possibility of a peptic ulcer occurring in a syphilitic. The variation in the symptomatology from a normal case of carcinoma or gastric ulcer had been commented upon by many observers but the majority were agreed that the symptoms were very inconstant. The general health. appeared to suffer considerably and there was often marked loss of weight. Hemorrhage might occur, just as with a chronic uilcer, from erosion of vessels. According to Meyers
[8] it was present in 33 per cent. of the cases. The test meal did not show constant changes but Downes [3] stated that the free acid tended to be diminished. In Mr. Lindsay's case the fractional test meal taken by Mr. Hunter showed a nearly complete absence of free HCI and a total acidity of 20. There had been only a very slight rise at the digestive period. Blood had been present throughout, and bile had appeared after one hour and forty-five minutes. In his own experience therefore proved syphilitic lesions in the stomach were of very great rarity and must not be diagnosed simply because a known syphilitic had a peptic ulcer. Possibly in his cases some gummatous lesions might have been overlooked owing to the fact that a Wassermann test had not been performed as a routine measure, but such cases must be very few as other diagnoses had in most cases been proved either by pathological examination or in the after clinical course. In future the Wassermann test would be more generally performed.
Dr. HUBERT M. TURNBULL said that short notice of invitation to speak had prevented him from attempting to elicit evidence as to the frequency of syphilitic affections of the stomach by analysis of the records of necropsies at the London Hospital, making use of the results of the long series of estimations made by Dr. Fildes and Dr. McIntosh of the reaction to the Wassermann test of blood obtained after death. His remarks would therefore be limited to purely histological evidence. Histological diagnosis of syphilitic inflammation was even more difficult in the case of the stomach than in that of other organs. Infiltration with plasma cells, lyimphocytes and eosinophil leucocytes was a characteristic of most syphilitic lesions; such an infiltration was found, however, in chronic pyogenic inflammation, and was constant in chronic progressive peptic ulceration. Endophlebitis and endarteritis were characteristics of the more intense syphilitic inflammatory reactions, but they might occur in chronic inflammations caused by any pyogenic organism. They were very common in chronic progressive peptic ulceration. Again, multinuclear giant cells occurred in the intenser syphilitic inflammations, but similar giant cells were present in many other conditions. A few giant cells were frequently seen in the base of progressive peptic ulcers. In some cases their relation to crystals or to granules of pigment showed that they were " foreign-body giant cells "; in other cases they were clearly epithelial in origin and were comparable to the epithelial giant cells so conspicuous in certain chronic pyogenic inflammations of the breast and of the testicle; in other cases the cause and mode of their origin were not indicated. In order to ensure that his memory was not at fault he had examined the slides from the last twelve specimens sent from the operating theatres last year.
Infiltration of the above type was present in all; endarteritis was present in five; giant cells were found in three. In a thirteenth set of slides on which it happened that a report had to be made that day, all the phenomena enumerated were represented. If the mere occurrence of the above histological phenomena was taken as evidence of syphilitic inflammation, then all, or almost all, progressive peptic ulcers must be accepted as syphilitic. But there was definite evidence against the majority of peptic ulcers being syphilitic. A histological diagnosis must be based, therefore, upon a picture in which the mere occurrence of these phenomena was supplemented by features more characteristic of syphilitic inflammation. The only proof of syphilitic infection was the demonstration of spirochetes which had the morphological character of the Spirochata pallida. Dr. McNee had given them a finished and exemplary pathological contribution; he had proved his specimen to be syphilitic. He (Dr. Turnbull) was glad to learn that in histology his specimen differed from ordinary progressive peptic ulcers; to the naked eye it was obviously no ordinary peptic ulcer. Had it resembled the usual chronic peptic ulcer, then it would have shown that the recognition of syphilis must rest entirely upon the discovery of spirochetes. If the recognition of syphilis were limited to the discovery of spirochetes, the diagnosis of the later syphilitic manifestations would be practically impossible in pathological institutes staffed as meagrely as they were in England. Since the year 1909, examination had been made in the Pathological Institute of the London Hospital of 713 stomachs, or portions of stomachs, removed in the operating theatres. In these they had found no syphilitic lesion. In 400 there had been simple peptic ulceration; in four of these the histological diagnosis of "chronic, progressive, peptic ulcerations" had been amplified by the qualification " granulomatous." This qualification had been applied because of the extraordinary development and cellularity of the zone of infiltration and necrosis which formed the base of progressive ulcers. But the histological reaction in these four cases did not differ in kind from that found in the ordinary cases; it could not justify a diagnosis of syphilis. In one case a Gram-positive streptothrix had been demonstrated. The stomach had been examined at'necropsy in nearly 13,000 subjects since he had come to the Institute in 1907. Any obscure abnormality had been removed for microscopic examination; further, his colleagues and himself had been specially eager to find syphilitic lesions. Their hopes had been raised in early days by the discovery of a few ulcers which resembled the gummatous ulcer of the text-book: ulcers lined by a layer of " lard " or of yellowish glairy substance. Such ulcers, however, had proved to be chronic peptic ulcers with bases occupied by an abnormally deep cellular zone; this zone was traversed by numerous long, vertically directed, Gram-positive streptothricial filaments. In recent years they had got very far behindhand in the microscopic examination of their cases. It was therefore possible that the microscope might reveal evidence of syphilis in some portion of stomach in which such an infection had not even been suspected. But the only stomach in which a tentative diagnosis of syphilis might prove to be correct was that which he had put out for demonstration. Unfortunately the microscopic examination of this case was far from concluded. Properly he ought not to demonstrate and discuss a still incompletely examined specimen, but it was difficult to resist contributing to the discussion something which was not completely negative; moreover, Mr. Walton had mentioned this specimen, and apparently had not made it clear how tentative was the diagnosis at present. Tie case (P.M. 155, 1916 ) was that of a woman, aged 30, who had been admitted after three days of profuse hsmatemesis. She bad been six months pregnant. On the day of admission she had given birth to her child and then died. The ulceration of the stomach was obviously no ordinary ulceration. The ulcer involved the posterior surface of the fundus and the body; it was large (6'5 cm. by 3'2 cm.), and of irregular outline. Its border was considerably raised, and the greater part of it was occupied by numnerous sharply defined, branching sulci, by small or minute, sharply punched out, shallow ulcers, and by areas of " honeycomb " or " rough towelling " which had obviously resulted from confluence of shallow ulcerations. Before fixation the base of the main ulcer had been granular and yellowish grey; on the inner aspect of its thickened margins there had been a layer of glairy yellow substance; similar substance had occupied the base of most of the shallow marginal ulcerations. Histologically, the lesion in the stolmach had the characters of an intense, gummatous, syphilitic inflammation. The liver showed syphilitic fibrosis and multiple gummata of origin earlier than those in the stomach; the inflammation in the aorta was that of a syphilitic mesaortitis in which the tracts of granulation tissue were sparse, narrow and contained a few giant cells, whilst extensive areas of the intervening media had undergone recent necrosis. A regional gastric gland showed cedema only. The reaction in the caseous glands, was, in the case of the large, left lumbar gland, much more characteristic of syphilis than of tuberculosis. But he (Dr. Turnbull) had found tubercle bacilli in caseous glands supposed to be syphilitic too often ever to risk a diagnosis of "gummatous " glandular caseation. Further, the distribution of the glandular caseation was a distribution typical of a spread of tuberculosis from a primary focus in the hilum of the left lung. He would be astonished if the lesions in the liver and aorta proved to be tuberculous, but it was obvious that before any of the lesions, and particularly the lesion in the stomach, could be presumed to be syphilitic, the presence of tubercle bacilli must be most carefully excluded. To prove that any of the lesions were syphilitic, spirochaetes must be found. At the necropsy they had taken portions from the stomach, liver and left lumbar gland, and put them through Levaditi's process with a control. A few sections had been examined and no spirochaetes found. Last summer he had seen Dr. McNee's beautiful preparations. Inspired by Dr. McNee's success he had put eleven more pieces from the stomach through Levaditi's process. For the purposes of that meeting they had examined one section from each of these eleven blocks. In none had they found a spirochtete.
